Objectives: This study explores the intersection of marriage and caregiving amongst older spousal caregivers in regional Australia. Specifically, we address the research question: 'How do expectations of informal care impact spousal caregivers in later life?' Methods: These comprise interpretive qualitative in-depth interviews in order to understand the lived experience of caregiving within the context of long-term marriage. Results: Findings highlight the complexity and diversity of marital relationships as the context of informal care. Individual and social obligations were evident in key themes, demonstrating how spouses automatically assume and continue in caregiver roles in later life. Conclusion: Caregiving is an expectation of couples in long-term marriages, regardless of the relationship quality and willingness to care. Normative expectations also impact decision-making around future care planning and transitions away from home-based care. These are important considerations for both policy and practice with older adults and their caregivers.
Introduction
Spousal caregivers are significant providers of communitybased support to older adults in Australia, with 76% of caregivers over the age of 65 providing care to their partner [1] . Informal care between older spouses can be motivated by a range of complex factors, including altruism, love, reciprocity, obligation, guilt and commitment to the marital relationship [2, 3] . In addition to these individual motivations, unpaid support is often a necessity for older adults wanting to maintain independent living. The health and aged care systems in Australia rely heavily on informal caregivers to support older members of the population [4] , making spousal care a valuable social and economic commodity.
Previous studies have highlighted that kinship is strongly associated with feelings of obligation to provide support when a family member requires care in later life [5] . Familial obligations have been associated with adverse effects such as emotional stress and negative health impacts for the caregiver and reduced quality of care for the care recipient [5] . While some literature has highlighted the importance of identifying positive aspects of providing informal care [6] , research has more commonly demonstrated negative impacts on caregivers' physical, psychological and financial well-being arising from the stressful nature of co-resident care [7] [8] [9] . Little research, however, has considered how expectations of marital relationships themselves impact the care situation. This study explores caregiving within marriage amongst a diverse sample of older caregivers living in regional Australia, to better understand the question 'How do expectations of informal care impact spousal caregivers in later life?'
Literature review
The experiences of both marriage and care are impacted by wider social, familial and cultural expectations [10, 11] . An example of these expectations is the gendered nature of marriage and caregiving, where traditional roles have long reinforced unpaid care of children and older family members as 'women's work' [12] . These roles are key contributors to socio-economic disadvantage across the lifespan, which significantly impacts financial security, health, independence and quality of later life for women [13] . Although women perform higher overall percentages of spousal and other care, the most significant contribution by men to informal care in Australia is care of a partner in later life [1] . This is somewhat explained by qualitative explorations of gender and care, which have shown that although normative roles of women as caregivers are embedded across the life course, marital intimacy creates an interdependence where care and commitment are normative for both men and women [14, 15] .
Relatively few studies, however, consider the unique nature of spousal relationships as the context of care. One study analysing the British Household Panel Survey explored individual and geographic factors in the formation of care networks [16] . This research highlighted that care relationships are usually familial, forged by prior exchanges that create a social insurance of expected reciprocity should there be future adversity [16] . This is particularly evident in spousal relationships and is reflected in the findings of in-depth qualitative studies such as those conducted in the Netherlands by Boeije and Van Doorne-Huiskes [17] and the United Kingdom by Ray [2] . These studies identified that care was strongly linked to reciprocity and marriage vows and was largely viewed as an inevitable duty of marriage.
These expectations of care, however, appear to come at a significant personal cost. A large body of research has repeatedly demonstrated significantly higher incidence of psychological disorders, higher levels of stress and poorer well-being in caregivers when compared to non-caregivers [7, 18, 19] . These risks are exacerbated for spousal caregivers, with age and co-residency found to increase health and well-being risks at a time when their own health needs are becoming increasingly complex [8, 9] .
Motivational theories can help understand why someone might engage in a particular behaviour, though motivations to care are often complex and emerge from both internal and emotional drivers as well as external and social pressures [3] . Recent studies suggest caregiver well-being is impacted by whether an individual is motivated to care based on intrinsic or extrinsic drivers [3, 20] . This is an important consideration for spousal caregivers, whose motivations are likely to be influenced by wider expectations of social norms and perceived relationship obligations.
Expectations of spousal care in rural areas are also impacted by geographic availability of and access to transport and services [21] . Respite and other formal service use is a significant concern in rural communities, with fear of stigma, social connections with service providers and a heightened sense of responsibility to provide care evident in older rural caregivers [21] .
While these studies provide important insights into the many impacts of care on both caregivers and relationships, it is not clear how these unwritten social obligations are experienced by and impact on caregivers in later-life marriage. In order to address this knowledge gap, the current research explores caregiving obligations amongst older spousal caregivers in the Australian context.
Methods
This is the third stage of a multiple-methods project exploring spousal care in regional Australia. Previous stages of this research examined policy and practice in relation to spousal care, demonstrating significant normative assumptions impacting caregivers at structural and organisational levels [22, 23] . The current study therefore aimed to explore the lived experience of these assumptions on caregivers themselves, via the research question: 'How do expectations of informal care impact spousal caregivers in later life?' A qualitative methodology was identified as best able to capture the richness of caregivers' personal experiences and perspectives in their own words [24] .
Data collection occurred via in-depth interviews conducted by the first author, who is an experienced social worker and academic with the specialised interviewing skills required to achieve the required depth of exploration. Ethics approval was obtained prior to the commencement of the research (La Trobe University, Faculty of Health Sciences Human Ethics Committee, FHEC12/177).
Sample
Purposive sampling in qualitative research seeks to recruit participants who can best contribute depth of understanding to the phenomenon being studied [24] . This study focused on the care context, necessitating diverse respondents as demonstrated in Table 1 . Inclusion criteria comprised the following: men or women; aged over 65 years; living in regional North East Victoria, Australia; and be or have recently been a co-resident caregiver to a spouse or partner. Participants were recruited via non-probability self-selection sampling, where individuals responded to written advertisements displayed in health-care centres and caregiver support groups. Although this approach can lead to sampling bias where only people with a specific interest will reply [24] , it enables better protection of potential participants from coercion to participate. Although not a requirement of the sampling frame, all participants who elected to participate were in long-term marriages (mean 44.9 years). As interview analysis began at completion of the first interview, the sampling strategy continued until it became clear that although new interviews provided diverse participant stories additional themes ceased to emerge, suggesting theoretical saturation had been reached [25] .
Interviews Semi-structured interviews were conducted in participants' homes (n = 7), the office of the researcher (n = 2) and a local health service (n = 1). Interviews varied between one and two hours in duration and were audio-recorded with participant's permission.
Participants were asked open-ended questions about how they came to provide care to their partner, including questions about other supports available to them. These open questions encouraged reflection on the experience of becoming a caregiver to their partner, with further clarifying questions utilised as required throughout the conversation.
This type of open-ended interview encouraged participants to tell their stories, enabling the emergence of meaning and interpretation during this process.
Analysis and interpretation
The analytic purpose of this study was to explore how older spousal caregivers perceive caregiving within the social context of long-term marriage. Data were analysed using an inductive thematic analysis technique, based on Braun and Clark's six stages of analysis [26] . Interviews were transcribed verbatim, with identifying information removed to protect participant anonymity. Transcripts were then coded initially via an inductive open coding process to broad categories with the assistance of data management software NVivo. The analysis was then revisited across all interviews, identifying key themes and exceptions. Regular peer discussion of transcripts, codes and emerging themes occurred with the second author, to increase interpretative rigour so that interpretations and conclusions accurately reflected data [24] . Reliability was further enhanced through comparative analysis, by revisiting previously analysed interviews to recheck transcripts against themes emerging in later interviews [27] . Key themes were then considered in relation to broader social context and previous literature [26] .
Results
This paper reports on two key themes that emerged from analysis of interviews. The chosen themes present a new contribution towards understanding the complex and diverse expectations of care experienced by spouses in later life. These two themes highlight how marriage impacts expectations of care at both individual and structural levels, as well as presenting new insights into the dilemma of when care expectations within marriage cease.
Other themes, not elaborated on here, demonstrated how participants in this study exhibited stress and angst consistent with the vast body of existing knowledge on caregiver strain and burden [7] [8] [9] . In order to provide a brief snapshot of the dyads in this sample, participant descriptions of their motivations to care, relationship quality and other variables that impacted decisions to care are summarised in Table 2 . These data highlight that in some cases, the rural location of participants reduced the availability of both formal and informal supports to assist with care. Despite this, caregivers were generally very positive about their access to additional and alternative supports in their communities.
Caregiving as an expectation of the marital contract All participants in this study identified spousal care as a central component of their marital relationship. These associations were often influenced by societal notions of marriage, with several referring specifically to the fulfilment of marriage vows. While the impact of social norms on assumptions of care was unsurprising, the depth of influence these unwritten expectations had on spousal caregivers provided new insight into the complexity of marital obligations to care.
For half of the caregivers, supporting their spouse was an extension of a long and reciprocal relationship. This was demonstrated by Ken and Mary, who have been happily married for 55 years. Ken described his role as 'devoted husband' rather than caregiver, depicting his reasons for care as being about love and commitment. 'She says, why are you doing this? I say, look, I married you for better or for worse . . . and I really meant that' (Ken). This commitment was also evident for Susan, who after 54 years of marriage to Sam identified the quality of their relationship as the reason she can continue to provide the extensive and complex care he requires for them to stay together in their home.
Most participants, including Ken and Susan, struggled to articulate how commencing spousal care had not been a conscious decision. James noted 'No one ever thought it would be anything else . . . . It just never occurred to us, certainly never occurred to me'. James described the changes following his wife's diagnosis of multiple sclerosis as a continuum of their strong marital relationship. Although none of the participants openly welcomed the caregiving role, an optimistic attitude was more evident in couples who described a positive marital relationship.
Although generally content within their relationships, caregivers such as Charlie and Joan clearly identified spousal care as an obligation rather than a choice. While Joan identified her obligations as stemming from gendered roles as wife and mother, Charlie's preretirement career as a nurse increased expectations about his capacity to provide care at home after his wife's stroke. He described some resentment of returning to caregiving in later life, 'I wanted to get away from it, that's all . . . . I'd done that sort of stuff for so long. You retire and you start doing it again' (Charlie). Charlie, Joan and Richard all reflected on their own parents' provision of spousal care in later life, attributing familial modelling as an influence on their own perceptions of care as a responsibility of marriage.
Marital responsibility was surprisingly also evident for caregivers who described unhappy relationships. Carol's story, for example, revealed care expectations were an unwelcome burden in a long marriage characterised by emotional abuse from her 'controlling and ungrateful' husband. Carol overtly identified the absence of love between them, but continues to care in order to demonstrate to her children and the wider community that she is 'not an awful person'.
For caregivers in difficult relationships, such as Carol and Richard, choices to care were further constrained by shared financial assets with their partner. Carol described how she sought advice from a counsellor about her options to leave Frank, though fear of financial insecurity contributed to her decision to instead stay in an unhappy situation. Richard's frustrations also echoed structural realities of co-resident caregiving. 'At times I've really wanted to just take off. Then you think, where am I going? What am I going to do?' (Richard). The social and financial interdependence created by marriage also emerged in positive care relationships. James, for example, experienced serious financial hardship after being forced to sell his business and enter early retirement when Anne required full-time support. These practical realities clearly impacted the experiences and options surrounding care for these older couples.
The uncertain end of expectation
Despite overt costs and challenges in providing spousal care, interviews captured the struggle caregivers demonstrated around considering residential care alternatives. Two caregivers in this study, Alice and Maureen, participated in interviews soon after making this difficult decision. Both women had reached a point where their respective husband's dementia care needs had become too difficult to manage at home, yet they experienced this transition differently.
Alice continued to struggle with change and loss, tearfully attempting to justify her decision on many occasions as she recounted her story. This difficult transition was complicated by the negative reactions of David's family, who openly criticised her reduced involvement in providing care after his transition to a residential facility. Alice subsequently felt guilty that she should have provided care at home for longer, despite its impact on her own well-being.
Maureen, however, reflected with hindsight on stages of denial that led to her agreeing to residential support for Ron:
I knew deep down . . . . I was basically in denial that it was happening . . . . I had hoped that he would come back . . . . But looking back, it was probably never going to happen. (Maureen)
Maureen's safety had become a major concern, with Ron's deteriorating dementia resulting in aggression towards her. One child lives nearby and provides support. Has formal services inhome to support care needs. Has own physical health concerns; significant emotional strain from care role Robert Positive; becoming difficult due to the nature of the illness 'I feared for my life. It was that bad' (Maureen). Despite this, the decision to transition Ron to residential care was made reluctantly and largely due to pressure by concerned health-care professionals. Although others supported and encouraged this transition, Maureen was reluctant to break her promise to Ron that she would care for him at home for as long as possible.
Only one of the remaining caregivers, Joan, had begun to plan for Tom's future care needs. After lengthy consultations with her husband and family, they decided to place Tom on a waiting list for residential care. For all of the other caregivers, the future remained unknown, threatened by the unthinkable possibility of their partner needing more care than they would be able to provide at home. Both James and Robert demonstrated significant reluctance to dwell on the prospect of increasing care needs despite their wives progressive illnesses. Robert reflected on his commitment to continue providing care as long as he can, before declaring, 'I'm not going to walk away'.
Most caregivers in this study demonstrated commitment to ongoing care, regardless of relationship quality or satisfaction with the care role. This reluctance to transition away from care at home has important implications for wellbeing of caregivers and care recipients, as well as implications for services and practitioners when these situations ultimately become untenable in a crisis situation.
Discussion
This study addressed the question, 'how do expectations of informal care impact spousal caregivers in later life?' Consistent with prior literature on marital care obligations [2, 17] , all participants in this study identified an unquestioned and unconscious transition into care roles because of their co-resident marital relationship. For three female caregivers, this was overlaid with gendered expectations and in one case a history of abuse and financial vulnerability. Despite this, both men and women in this study viewed spousal care as an expectation of their marriage.
Beyond these anticipated associations between marriage and care, in-depth interviews enabled a more nuanced understanding of spousal care expectations than has been previously explored. This study extends knowledge beyond individual care motivations to provide an analysis of how wider societal expectations and structural factors impact caregiver choices and decisions.
Four caregivers in this study demonstrated little intrinsic motivation or satisfaction deriving from their care role, instead drawing on social, financial and logistical incentives to provide ongoing care. This is an important finding, as extrinsic motivations for care have previously been correlated with greater stress and anxiety for informal caregivers [20] . Interdependence of resources posed fewer challenges for willing caregivers in this sample, though the risk of financial or housing insecurity in later life was a factor that overtly forced ongoing provision of care for at least one caregiver in this study.
It is also noteworthy that seven of the ten caregivers within this rural sample had no family in the local area available to provide additional informal care. Spousal care was the only option available for ongoing community-based care for these couples. This lack of informal alternatives forced decisions towards formal supports and residential care alternatives when at-home care became too complex. The migration of retired adults to rural areas, as well as outmigration of young people for education and employment, is an ongoing contributor to this phenomenon [28] .
In part, these findings support previous research suggesting reciprocity over the long term of a marriage counterbalances short-term challenges of providing spousal care [2, 17] . This was not evident across all participants, however, with several spouses planning to continue providing long-term care despite unhappy relationships, considerable burden and resentment of the care role. This is contrary to existing literature suggesting spouses who see caregiving as burdensome and unsatisfying are less likely to adopt or persist in this role [29] , or that commitment to caregiving is based on previously positive marital relationships [30] .
Of particular note were findings highlighting the intersection of marital care obligations with transitions away from home-based care. Expectations of care appeared to outweigh individual choice in both the minds and structural realities of older spouses. For those struggling with and dissatisfied by the caregiving role, expectations to commence and continue providing care did not appear negotiable. Although most participants acknowledged there might come a time in the future where they would be physically or emotionally unable to continue in their role, selfimposed commitment to ongoing care at home suggests this is likely to culminate in a crisis rather than a planned approach to exploring alternatives. These findings, together with our prior research from the perspective of health practitioners, highlight the critical point that spousal caregiving often reaches a crisis point before services are accessed [23] .
Conclusion
This study has implications for individual caregivers and their families, as well as for practice with older community-residing couples. Findings demonstrate diverse experiences amongst caregivers, and specifically that not all spouses are happy with either their relationship or the caregiving role. Comprehensive assessments with older couples should provide both parties opportunities to openly discuss their expectations and experience of care away from their partner. Regular review of the changing nature of care with both parties might also assist to identify alternatives before a crisis stage is reached. The combined influence of social norms, practical barriers and the emotional relationship context, however, can make this difficult in practice. This can be further compounded by the multitude of social and structural factors combining to limit what practitioners can offer couples by way of meaningful choices [23] .
The diversity of caregivers in this sample extends knowledge beyond the experience of dementia and other specific care types. Although diverse in care types, it should be noted as a potential limitation that this study relies on a small sample. The in-depth interviewing technique, however, enabled a deeper and more nuanced exploration of caregivers' experiences. Many participants reflected gratitude at the opportunity to speak openly about their experiences, as they felt the topic of spousal care was not one they could usually discuss.
Individual and social obligations of care within the marital relationship were demonstrated in this study to override even unhappy relationships and risks to the caregiver. Despite risks being well-established, contemporary social policies continue to be developed assuming traditional models of familial caregiving [22] . This assumption was problematic for spouses in rural areas, many of whom had no other available family supports in the local area. The significant impact of normative care expectations in this study resulted in an automatic assumption of care roles and impacted decision-making around future care planning. These are important considerations for both policy and practice with older adults and their caregivers.
